SUMMARY
INTRODUCTION
Tuboovarian abscess (TOA), typically the end result of acute pelvic inflammatory disease (PID), is a condition characterized by a walled-off inflammatory mass in the pelvis. One third to one-half of patients diagnosed with TOA acknowledge a history of PID (1, 2) . Risk factors for TOA are similar to those of PID and include nulliparity, a history of PID, multiple sexual partners, intrauterin device (IUD) and immunosuppression (3) . Traditionally, TOA has been most commonly encountered in their third or four decade of life (4) . While the majority of TOA respond to antibiotic therapy, in approximately 25% of patients, surgery or drainage is indicated (5) .
The aim of this retrospective study was to define the epidemiologic, clinical, and laboratory risk factors of TOA associated with the need for additional intervention following failed response to initial antibiotic therapy.
MATERIAL AND METHODS
TOA was sonographically diagnosed in 108 women admitted to our gynecologic department between January 1988 and December 2010 with a palpable mass and classical symptoms, signs and laboratory findings of PID. The records of all these patients were retrospectively reviewed. The sonographic diagnosis of TOA was based on the demonstration of a complex cystic mass with irregular walls, partitions, and internal echoes, and no peristalsis (6) .
On admission, patients were initially treated with one of the broad-spectrum antibiotic regimens: either Statistical comparison between the two groups was performed using Student's t-test and chi-square test. p<0.05 was considered statistically significant. Table I summarized demographic characteristics of patients. The mean age of patients responding to medical therapy (group A) was similar (38±2.8 years) with the age of patients who did not respond to conservative management (group B)(38±3,4 years)(p>0.05). There were no differences in the gravidity and parity of the two groups (p>0.05). The use of IUD and history of tubal ligation did not differ significantly between the two groups (p>0.05).
RESULTS
The size of TOA, differed significantly between the two groups (p=0.008) (Table II) . In addition, bilaterality of abscess was more observed in group B (p=0.002).
On admission, fever >38.0°C and C-reactive protein klinik ve sonografik bulgular›, laboratuar de¤erlerine göre k›yasland›. Tubo-ovarian abscess: risk factors for failed response to conservative treatment (CRP) level was higher in group B (p=0.003 and 0.03, respectively), yet the white blood cell count (WBC) did not differ between the two groups. There was a significant difference in duration of hospitalization, being shorter in group A (8.21±1.9 days) than in group B (16.22±3.1 days)(p=0.003).
Bulgular: Medikal tedaviye yan›t veren hastalar›n (grup A) ortalama yafl› (38±2,8) ve yan›t vermeyen hastalar›n (grup B) ortalama yafl› (38±3,4) aras›nda fark bulunmad› (p>0,05
Patients were then evaluated by initial antibiotic regimen (Table III) . 85.1% of patients in group A versus 57.3% of patients in group B were treated with Clindamycin+ Gentamycin±(Amoxicillin+Clavulonic acid) regimen (p=0.0043). Ceftriaxone+Metronidazole regimen was more preferred in group B (p=0,0001). Single agent antibiotherapy regimen (Amoxicillin+Clavulonic acid) was similar in both groups (p>0,05). 
DISCUSSION
The aim of this study was to define the epidemiologic, clinical, and laboratory risk factors of TOA associated with the need for additional intervention following failed response to initial antibiotic therapy.
Intravenous broad spectrum antibiotics are usually preferred as a first-line therapy in unruptured TOA.
Center for Disease Control (CDC) suggests the patients to be hospitalized at least 24 hours and to be treated with the parenterally regimens that are effective against N.Gonorrhea, C.Trachomatis, and the anaerobes (7) . (8) .
Most pelvic abscesses respond to intravenous broadspectrum antibiotics followed by oral antibiotics over a prolonged period of time. Triple antibiotic regimen seems to be the treatment of choice. A success rate of 87.5% following treatment with clindamycin plus gentamycin and ampicillin in women with TOA was reported by Mc Neeley and co-workers (9) . In our study, the success rate with the same regimen was lower (%53,40/75) (Table III) (respectively) bowel injury in patients who underwent laparotomy (10, 11) . According to our data, 57% of patients needed surgery. And these operations were TAH+BSO to be an efficacious mode of treatment (5) . In a Norwegian study involving 302 women with TOA it was found that transvaginal needle aspiration of abscess together with antibiotics was succesful in 282 (93.4%) of the women. And in only 20 women (6.6%) operation was performed (12) .
Similarly with the literatüre, we found that increasing abscess size is associated with increasing need for operative management (13, 14) . Similarly, Reed et al.
showed that surgery was necessary in 60% of the patients with abscesses ≥10 cm, whereas it was only required in 20% of those with abscesses <5cm (13) .
CRP level is increased in TOA, as an acute phase reactant. But, the negative value does not exclude the diagnosis and intravenous antibiotic treatment should not be delayed in the clinical suspicion.
Although Halper et al. did not show an association between fever on admission and treatment failure in TOA, we found statistical significance (p=0.003) (15) .
In conclusion; an increased size of pelvic mass, bilaterality of abscess, higher CRP level and fever >38.0°C on admission were all associated with failed response to conservative treatment.
